Malpositioned teeth are responsible for esthetic and occlusal aberrations in many adults. Patient often skips orthodontic treatment because of longer treatment time. Increased orthodontic force does not increase root movement, because the periodontal tissue cannot overcome the resistance of alveolar bone without any damage to periodontal ligament. 'When are you taking off my braces?' This is probably the question most often addressed to orthodontists. The search for this efficiency, to shorten treatment time without forgoing optimal results is corticotomy. The process of bone metabolism takes time due to which the orthodontic treatment is prolonged. The purpose of corticotomy is to increase the rate of retraction by generation of local osteopenia in bone, which reduces the bone resistance to the tooth movement, thereby reducing the treatment time. My article describes the case reports of two patients that were treated with corticotomy.
INtRODuCtION
'When are you taking off my braces' is the question most often addressed to orthodontists treating malocclusions in their daily practice.
There is a constant demand to shorten the treatment time as the traditional orthodontic therapy in an adult patient often results in protracted treatment time and associated periodontal problems. The search for this efficiency, i.e. a new approach to shorten treatment time without foregoing optimal results is corticotomy. 1 In adult patients with periodontal damage, orthodontic treatment requiring closure of extraction space has a high risk of side effects, such as bone loss and root resorption. Consequently, the clinician will minimize longterm treatment plans and avoid unnecessary or difficult tooth movements in order to reduce the risk. Corticotomy is defined as the osteotomy of the cortical bone. Corticotomy is a procedure whereby only the cortical bone is cut, perforated or mechanically altered in a controlled surgical manner. At the same time, penetrate into the bone marrow only minimally. This is in contrast to an osteotomy, which is defined as a surgical cut through both the cortical and medullary bones. 2 This term is frequently used when describing the creation of bone segments. The rapid tooth movement in corticotomy-facilitated tooth movement is because of increased bone turnover in response to surgical trauma. This change in the bone physiology results in a localized decrease in trabecular bone density, which, in turn, would offer less resistance to tooth movement. 3 After any trauma to bone tissues, remodeling, which is commonly found in the bone tissue structures, is greatly increased to accelerate the repair process and consequently func tional recovery. This takes place by a phenomena called RAP.
RAP begins within a few days after surgery, usually peaks at 1 to 2 months, and may take from 6 to 24 months to subside completely.
The metabolism in the healing response was thus accelerated in both the hard and soft-tissues of the periodontium and when synthesized with the periodontal tissue engineering principles of enhanced clot stabilization around particulate bone grafting materials provided for orthodontic tooth movement (OTM) 300 to 400% faster, increases in the envelope of motion (degree of movement) two-to-three fold, and increased alveolar volume for more stable clinical outcomes and subtle facial morphing. 3 Also, corticotomy-facilitated orthodontics enables the limitation of the undesirable adverse effects of the orthodontic therapy, such as root resorption and periodontal damage. The alveolar corticotomy technique has been revised and changed over the years to eliminate possible risks of the procedure, such as periodontal damage and devitalization of the teeth and osseous segments because of inadequate blood supply.
The surgical component of the AOO technique is an inoffice procedure. The postoperative recovery should be no more uncomfortable than that of other orthodontic-related surgeries, such as third molar removal, bicuspid extractions, exposures and gingival grafting, and it is certainly less of an issue than the recovery following orthognathic surgery.
Over the past two decades, attempts in engineering an 'optimal response' of the alveolar bone to applied 'optimal force' has produced refinements in selective alveolar decortications that have propelled both orthodontics and periodontics directly into the field of dentofacial orthopedics. Modern computerized tomographic (CT) imaging suggested that what was for almost half a century thought to be 'bony block movement' could more accurately be described as 'bone matrix transportation'. 4 The Wilckodontics Accelerated Osteogenic Orthodontics (AOO) procedure is a powerful orthodontic technique that can make the treatment of very complicated scenarios more routine, make the treatment of routine cases extremely fast and predictable and provide a new 'orthodontic patient population' for the practitioner.
CASe RePORtS
My paper describes the treatment of 2 patients that were treated in the department using corticotomy procedure.
Case 1 (Figs 1A to e)
A 25-year-old female patient came to the department of orthodontics with the chief complaint of protruded teeth in upper front tooth region. Her medical history showed no allergies or medical problems. No signs or symptoms of temporomandibular dysfunction were noted. Her intraoral examination revealed Angle's Class II Division 1 malocclusion with overjet of 10 mm, normal and healthy gingiva. Lateral cephalometric analysis showed a Class II skeletal pattern with Wit's appraisal of 3 mm, with proclined upper incisor teeth (Table 1 ). There was no bony defect present in the patient as was seen on the OPG. Extraoral photographs showed protrusive upper and lower lips with acute nasolabial angle.
Case 2 (Figs 2A to e)
A 22-year-old female patient came to the department with the chief complaint of forwardly placed teeth in the upper front tooth region. The patient was having a convex facial profile. The intraoral examination showed a Class II molar relation, with proclined incisors and increased overjet and overbite. The patient was having a normal and healthy gingiva. The lateral cephalometric analysis showed a Class II skeletal pattern with proclined incisors (Table 2 ). There was no bony defect present in the patient as was seen on the OPG. Extraoral photographs showed protrusive upper and lower lips with acute nasolabial angle.
DIAGNOSIS
Both the patients were diagnosed as having Angle's Class II Division 1 malocclusion with increased overjet and proclined incisors on a Class II skeletal base with protrusive lips and acute nasolabial angle.
tReAtmeNt OBjeCtIveS
The main objectives in treating both the patients were as follows:
• Retraction of the maxillary anterior teeth to reduce upper and lower lip protrusion. 
tReAtmeNt PROGReSS
Both the patients were treated using 0.022" MBT slot bracket. After alignment and leveling for 2 months using a 0.014" and 0.016" NiTi wire, a full thickness mucoperiosteal flap was reflected with extensions made from canine of one side to the other sides. After reflecting the flap from both the palatal and labial side, corticotomy cuts were given in the alveolar bone ( figs 3A and B) .
The vertical cuts were made to extend from 2 mm apical to the crestal bone and was extended apically beyond the apex of the root, the horizontal cuts were given connecting the vertical cuts. The cut was given with a 2 mm round bur with saline infusion and the vertical cuts were joined with horizontal cuts. Similar technique was followed to complete the decortication on palatal side. After complete decortication of the alveolar bone, a demineralized freezed dried bone allograft (DFDBA) was placed over the decorticated area (figs 3C and D).
The retraction was started on a rectangular 0.017" × 0.025" stainless steel archwire after the extraction of upper 1st premolars. The en masse retraction was done using sliding mechanics with the help of a closed coil spring (figs 3E and F). The active treatment was continued for 4 months till the extraction spaces were closed and overjet became normal.
tReAtmeNt ReSultS
At the end of treatment, the protrusive facial profile for both the cases was improved (Figs 4 and 5) . The proclination of upper anterior teeth was eliminated, the large overjet was reduced to normal. Periodontal examination of lower anterior teeth revealed no marked increase in pocket depths or gingival recession. On the panoramic and periapical radio graphs taken at the end of treatment, well-aligned and parallel roots of the teeth were noted. No periapical process or resorption of the roots was detected in the lower incisors. 
